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A 28-year-old primigravida, 135 cm tall and a known case of spondyloepiphyseal dysplasia (SED), with 37 weeks of gestation, was scheduled for elective caesarean section. The patient was unable to walk and was wheelchair bound. The flexion deformity of the knee joint, as well as the hip joint, made it difficult for the patient to lie down straight [ Figure 1 ]. In addition, she had flexion deformities of the elbow and wrist joints.
The patient was the first child of her parents who had non-consanguineous marriage. The other siblings of the patient also had similar deformities. Patient's biochemical, haematological investigations, echocardiography and pulmonary function tests were unremarkable. The patient had limited neck movements but had modified Mallampati Airway Class 3. The patient's neck extension was two-thirds restricted and her mouth opening was about 40 mm. Other airway parameters were within normal limits. Examination of the spine revealed scoliosis, and intervertebral spaces were difficult to palpate. Radiographic examination (pre-pregnancy) revealed platyspondyly, reduced disc height as well as features of premature secondary arthritis in both hip joints [ Figure 2 ]. She was unable to position herself for regional anaesthesia. The fixed flexion deformity of the knee prevented lateral supine positioning of the patient. She could sit with two pillows behind her back and a pillow below her knee, and slept in head-up position.
The patient did not consent for regional anaesthesia. Hence, it was decided to conduct caesarean section under general anaesthesia. She was positioned with a pillow under the knees along with a wedge under the abdomen. The head was also supported on a head ring with two pillows below her head. Intravenous line was secured with an 18 gauge cannula and infusion of Ringer lactate was started. Routine monitors were connected and basal readings noted. Awake nasal fibre-optic intubation was performed with small size of endotracheal tube (ETT) using cuffed polyvinyl chloride 6.5 mm ETT uneventfully. The rest of the anaesthetic and post-operative period was uneventful.
SED is an extremely rare genetic entity with incidence of 1-4 per million. Regional anaesthesia is the method of choice in parturients with SED although it is technically difficult and has variable effects.
Administration of general anaesthesia in such patients is not without risks. The presence of kyphoscoliosis in SED may lead to significant respiratory compromise that gets exaggerated in pregnancy due to diaphragmatic splinting caused by gravid uterus. [1] Pregnancy further exaggerates the already existing respiratory compromise and enhances aortocaval compression.
The presence of atlantoaxial instability due to odontoid hypoplasia, central anterior pointing of the cervical spine along with ligamentous laxity in SED may increase the risk of severe spinal cord compression. Tetraparesis has been reported after intubation in these patients due to cervical spine instability. [2] Pregnancy also poses an added risk for aspiration. [1] Patients with SED may have associated laryngotracheal stenosis, which may pose difficulty in airway management.
There are reports of intubation being guided by lightwand. [3] Intubation with video laryngoscope could be another tangible alternative. [4] However, video laryngoscope was unavailable during intubation in the management of the present patient.
Thus, patients with SED with pregnancy can pose a special challenge for the anaesthesiologist. However, while administering general anaesthesia, proper This is an open access article distributed under the terms of the Creative Commons Attribution-NonCommercial-ShareAlike 3.0 License, which allows others to remix, tweak, and build upon the work non-commercially, as long as the author is credited and the new creations are licensed under the identical terms.
Ruptured femoral artery pseudoaneurysm:
A life-threatening, iatrogenic catastrophe! Sir, Iatrogenic pseudoaneurysm (PSN) of the femoral artery is a complication reported after transfemoral catheterisations with the incidence of 3.42% in interventional cardiology and haemodialysis units. [1, 2] Rupture of a PSN is rare and often fatal; [3] nevertheless, only unruptured PSNs have been reported in the anaesthetic literature so far. [4] A 75-year-old woman presented to us in a state of shock with severe pallor and a systolic blood pressure (BP) of 60 mmHg. She was a known case of diabetes mellitus, hypertension, bilateral hydronephrosis, renal and vesical calculi. She had undergone emergency haemodialysis and ureteric stenting during management for acute renal failure (ARF) in a sub-speciality institute. She developed a painful swelling in the right groin a week following the removal of her femoral venous catheter and hospital discharge. A colour Doppler examination revealed a right femoral artery pseudoaneurysm measuring 8.7 cm × 4.8 cm. However, she could not undergo treatment from a vascular surgeon and remained confined to bed at home for 10 days. Eventually, when she was made ambulatory, she collapsed and was brought to our emergency department in a state of shock. Laboratory investigations revealed haemoglobin (Hb) of 5.6 g/dl, random blood sugar -216 mg/dl, blood urea 45 mg/dl, serum creatinine 2.4 mg/dl, normal serum electrolytes and coagulation profile. Her chest radiograph showed minimal bilateral pleural effusion. A colour Doppler examination of the right femoral vessels showed evidence of a ruptured pseudoaneurysm of the common femoral artery (11.5 cm × 7.5 cm) [ Figure 1 ].
She was stabilised with intravenous (IV) fluids, blood transfusion, respiratory therapy and plain insulin by 36 h following admission and surgery was planned. Pre-anaesthetic examination revealed BP of 109/70 mmHg; pulse rate 92/min and Hb -6.9 g/dl with bilateral basal crepitations. There was a tender, non-pulsatile cystic swelling of about 11.5 cm × 7.5 cm over her right groin, with bluish-red discolouration of overlying skin [ Figure 2 ]. She was accepted with American Society of Anesthesiologists physical status grade III.
In the operating room, along with the routine monitoring, her right IJV was cannulated for central venous pressure (CVP) which showed 5 cm H 2 O. A volume of 8 ml of 0.25% bupivacaine with buprenorphine 120 µg (2 ml test dose + 6 ml) was administered in a lateral position to achieve continuous lumbar epidural differential blockade (modified Bromage II). The surgery lasted for about an hour. Intraoperatively, fall in systolic BP to 80 mmHg (CVP -3 cm H 2 O) was treated successfully with IV dopamine (5 µg/kg/min), crystalloids, hetastarch and blood transfusion. Unfractionated heparin, 2500 units was administered just before closure (1 h, 15' after
